penetrate the urethra. This complication may occur some vears after the fracture has united. Thus in a case admitted to S. Peter's Hospital under my care, micturition had been normal ever since the pelvis had been fractured bv a piece of shell during the 1914-18 war. Suddenly in 1925 this soldier was seized with pain in the perineum and retention of urine. The passage of a catheter was blocked by what was thought to be a stone, but X-rays demonstrated the presence of a small spicule of bone lving across and within the lumen of the membranous urethra. At operation it was found that this piece of bone had worked its way fronm the soft tissues adjacent to the arch of the pubis. Such a complication can obviouslv be prevented, when treating a gunshot wound of the pelvis, by removing all isolated fragments of bone. The site of the rupture can usually be determined by the nature of the injury. Blows of all kinds upon the perineum such as falls and kicks damage the posterior part of the bulbous urethra. This part is also involved when the penis itself is violently pulled on. Crush injuries, causing fractuLre of the pelvis, affect the posterior urethra between the internal meatus and the trianguLlar ligament. I have never met xvith a case of rupture of the urethra in the region of the compressor muscle.
The diagnosis of a ruptuire due to an accident or a gunshot wound is rarely difficult. If the urethra is completelv torn across there will be retention of urine and escape of blood from the external meatus. Immediately following the injury there is an urge to micturate. An inability to carry out this act is a sure sign that the rupture of the urethra is complete. Many of the older textbooks teach that the patient must be told to hold his water. I'here is no need for this instruction. IIicturition if at all possible will have taken place before the arrival of the doctor. If the rupture is incomplete a few drops of blood may appear at the external meatuLs followed bv micturition in which the urine is blood-stained. I thereby increased, the very thing which must be avoided. The more the tissues are torn the greater will be the formation of scar tissue. Bruising of the perineum indicates that there has been some degree of injury to the urethra, but the deciding factor in determining the extent of the injury is the ability of the patient to micturate. Frank Kidd stressed the value of the uirethroscope. If there is anv doubt at all as to whether the urethra is completely ruptured this is the only instrument which should be used. In every case of suspected injury to the urethra, the pelvis must be X-rayed, to exclude fracture.
It is forttunate that this serious injury is unusual. Frank Kidd stated that out of a total of 14,000 in-patients admitted annually to the wards of the London Hospital there were only 4 cases of ruptured urethra. In ten years there were 41 (1909) (1910) (1911) (1912) (1913) (1914) (1915) (1916) (1917) (1918) (1919) . At the Whipps Cross Hospital from 1933-1938 there were 8 cases admitted out of an annual average admission of 17,000 patients. Obviously, in London at any rate, this accident is a rare one.
Treatmenit varies according to whether the rupture is complete or incomplete. If the latter it is only necessary to confine the patient to bed for a few days provided the pelvis is not fractured. Hematuria never persists for longer than a day or so. Instrumentation is entirely contra-indicated. Should a large hamatoma form in the perineum it may be necessary to make a small incision over the swelling and remove the blood-clot. Most patients can be discharged within a week of the accident. Subsequently, urethroscopy is needed every six months to study the formation of scar tissue. At the end of a year it will be possible to determine by this method of investigation the degree of stricture formation, and how often dilatation will be required.
A study of the literature dealing with complete laceration of the urethra reveals many different opinions as to what should be done to the urethra itself, but every experienced urologist is agreed that as soon after the accident as possible the urine must be diverted.
Delay is dangerous. A self-retaining angular tube of any of the well-known patterns must be inserted suprapubically into the bladder by the trocar and cannula technique.
The patient is severely shocked and, therefore, the tube should be inserted with a minimum of dissection. Painful sensations in the region of the bladder are never entirely abolished by ancesthesia infiltration; the anasthesia of choice is either a spinal anaesthetic, or gas and oxygen, or pentothal.
No plastic operation should be performed on the urethra until primary and secondary shock have passed off, which may take from twenty-four to forty-eight hours. Therefore, about the third day, the surgeon can proceed, by whatever technique he favours, to join together the torn ends of the urethra. To delay longer will not only add to the difficulties of the operation but more scar tissue will have had time to form.
If the rupture is in the bulbous portion, the union of the torn ends is not particularly difficult.
A perineal dissection with the patient in the lithotomy position gives an excellent exposure. Union is accomplished with the finest plain catgut. The chromicized variety should not be used on account of its slow absorption. On no account should a catheter be tied in. Its presence causes irritation of the bruised mucous membrane, with a consequent increase in scar tissue at the site of the rupture. Suture material which is slow in absorption also produces the same result. It is my practice to leave a rubber wick as a drain, for forty-eight hours, in the peri-urethral tissues.
The suprapubic tube should be removed at the end of about a fortnight, or when the perineal wound has healed; and at the same time under gas-oxyen anaesthesia, a metal bougie, 10/12 Charriere size, is passed through the urethra into the bladder. This instrument must be used with the greatest gentleness.
The closure of the suprapubic fistula is always slow and does not occur until healing within the urethra is firmly established-a period of one or two months. During this time metal bougies should be passed once weekly. Unfortunately treatment does not end with the closure of the suprapubic fistula. The patient must be told that he will have a stricture for the rest of his life, and intermittent dilatation is necessary if serious complications are to be avoided at a later date. For the first year after this injury the dilatation has to be performed every six weeks, afterwards the intervals may be three to six months. Woe betide the patient if he ignores this advice. The gradual narrowing of the lumen of the urethra will produce all those changes in the bladder and upper urinary tract due to urethral obstruction which are so well known to all experienced uirologists.
Laceration of the urethra at the junction of the prostatic and membranous portions 9 Section of Urology 289 is an extremely serious injury, and attended by sequelae which lead to permanent disabilities of the most distressing kind. Often the bladder is completely dislocated, so that there is a space between the internal meatus and the triangular ligament, the intervening portion of urethra having becn crushed. In such cases the pelvis is always badly fractured. The initial treatment is the same as that of rupture of any other part of the urethra, namely immediate suprapubic cystotomy. Also, when the patient has recovered from the shock due to his injuries, an attempt must be made to repair the damage done to the urethra.
It must be admitted that ultimate results, no matter what technique is used, have been uniformly bad. In many cases the scarring is so extensive that micturition is impossible and the patient is condemned to a permanent cystotomy. In other cases the urine canl be passed per uirethran only if the stricture is dilated at frequent intervals, and this treatment supplemented by internal urethrotomy when the bougies fail to stretch the scar tissue. Often bladder sepsis is so severe that cystotomy becomes imperative. A recent experience with enucleation of an adenomatous prostate, so badly performed by one of my house surgeons that the bladder was torn completely away from its attachments to the pubis and its arches, suggests a technique which may produce better results than any of those already published. It is based on the modified Harris technique for prostiltectomy and is briefly as follows:
With the patient in the Trendelenburg position the interior of the bladder is exposed in the usual way and flood-lit. The posterior lip of the torn internal meatus is picked up with a boomerang needle and stitched to the lacerated proximal end of the membranous urethra. The lateral margin of the mucous membrane of the internal meatus is then stitched to the superior surface of the triangular ligament on either side of the urethral opening. The insertion of a suprapubic angular tube completes the operation. With good illumination and skilful use of the boomerang needle this technique is not unduly difficult, but it presupposes the absence of the prostate. The whole of the prostatic urethra with the surrounding glandular tissue will have to be dissected away before it is possible to unite the internal meatus to the triangular ligament. The removal of the prostate may be criticized on the grounds that it will lead to sterility, but after the crushing of the urethra between the internal meatus and the triangular ligament, the patient is always sterile. Unfortunately the only case on which this technique was tried died from pneumonia a few weeks after the operation. The end-result, therefore, cannot be estimated.
The prognosis in rupture of the urethra is determined not so much by the character of the operation, as by the amount of scar tissue formed in and around the urethra.
Many of the factors controlling fibroblastic growth are well known, but others are surrounded by mystery.
In the case of the urethra, first, the position of the rupture plays an important part.
Less scar tissue forms in the region of the anterior urethra than in the posterior position.
Second: the more extensive the laceration of mucous membrane, the worse is the stricture. At least we can avoid increasing the tear of this tissue by not jabbing at it with a catheter.
Third: the longer the delay in performing the plastic operation the more difficult it will be owing to development of granulation tissue. The latter consists chiefly of fibroblasts, the forerunners of scar tissue.
Fourth: the escape of urine into the tissues around the rupture will produce dense scarring. Here again we should be able to avoid this by performing cystotomy immediately after the accident. Thus it will be noted that though the surgeon cannot prevent complications at least it is within his power to control them.
Mr. Charles Wells: This subject is clearly defined by conventional classification into rupture of the external type in which the bulb is torn by direct violence, and the internal type in which the membrano-prostatic urethra is ruptured by indirect violence. To these may be added a small group of miscellaneous cases due to exceptional injuries.
In each group we have to consider problems of diagnosis, immediate treatment (both general and local), the prevention, occurrence and treatment of complications such as extravasation, the after-treatment and prognosis. We must then turn our attention to the late cases which are brought to our notice months or possibly years after the accident, having had either too much or too little, and almost certainly wrong, treatment in the FEB. UROL. 2 290 Proceedings of the Royal Society of Medicine 10 meantime. In this formidable programme, fortunately, the bouindaries of the territory are clearly defined and the subdivisions sharply cut. In external cases where the extent of the injury is in doubt, in which there is retention due to spasm and a little perineal bruising with some bleeding from the urethra, I attempt a rubber catheter and if it can be passed I leave it in position for a few days. Instrumentation should be carried out only with real aseptic precautions, preferably in the theatre where bperation can be undertaken at once if necessary. How else is one to examine a doubtful case? The patient must not be allowed to micturate for fear of causing extravasation. If the passage of the catheter is at all difficult or impossible the bladder is opened with local anesthesia. This is important, as under general anaesthesia the patient may void and extravasate. He is next anmesthetized and placed in a high lithotomy position. Instruments are passed in both directions and the urethra dissected out and sutured as a ribbon. A small rubber catheter (No. 4) is then drawn through as a guide to further instrumentation. The bladder is kept empty by the suprapubic route with an Ainsworth Davies metal tube attached to a suction pump. This keeps it empty and prevents urine from trickling down around the catheter into the perineal wound where it is the probable source of such infection, necrosis and, ultimately, the stricture commonly attributed to the catheter itself (Silverstone).
Similar suprapubic drainage with suction is part of the treatment in practically every case whether early or late.
One recent case of external rupture was reported to me by 'phone from a distance.
Unable to go at once I advised a suprapubic cystotomy only, under local analgesia, and for various reasons a week elapsed before the urethra was explored. I then found a very large haematoma with wide separation of the ruptured ends. It is of some interest to report that this man made as good a recovery as any other, with as satisfactory an end-result. The lesson of this is clear-namely that, in the absence of extravasation, drainage will help the patient over and that thereafter there is no objection to waiting a few days for expert help in the perineal part of the operation. Deliberate postponement of repair has been advocated as a routine by Lepoutre. The danger of this course lies in the possible presence of undetected extravasation.
To the contrary, the undoing of a clumsy repair may take months of hard work. A second case illustrates this point. " M "-a soldier-sustained an external rupture early in .1939. I saw him for the first time at the beginning of this year. He had had at least two deliberate operations. There were stones in his right kidney with infection; cystitis with back pressure; and half a dozen fistulke in his perineum, which were sodden and thickened. We drained him above the pubis and opened up all his fistulous tracks. After some weeks the stricture was excised and repaired and his urethra now functions well. In the meantime, however, stones had formed in his left kidney, and one became impacted in his ureter from which we removed it as an emergency. Weeks later he. developed a peri-ureteric abscess which discharged spontaneously; and so on. The stones on the right side have still to be dealt with. A11 of this could have been avoided at the beginning.
Intrapelvic rupture through the membrano-prostatic zone may be missed and one should not be deceived by the finding of a little blood-stained urine upon catheterization. Once the diagnosis is made, operation with a view to reposition of the soft parts follows. By one means or another a catheter is threaded through from glans to bladder. My own practice is to stitch this firmly, with silkworm-gut, to a bladder tube. The prostate is then pushed down on to the triangular ligament and traction is made upon the catheter. It is undoubtedly desirable at this stage to reduce and fix the pelvic displacement which, having caused the rupture, is inevitably tending to hold the soft tissues apart. I believe that, as always, a well-planned and thoroughly completed operation is the surest road to a successful issue. In the case in point, every effort should be made to combine orthopaedic with urological repair from the beginning. This is my view and I shall endeavour to put it into operation in future, even to the limit of immediate fixation in plaster which hitherto I have not done.
Late cases of internal rupture present some of the most engrossing problems. "S" was run over by a bus in 1927 at the age of 13. First seen ten years later, he had gross distortion of his pelvis and infantile external genitalia which had not grown since his accident. The bladder reached to the umbilicus and the ureters and kidneys were dilated to such a degree that one would have expected them to have ceased to function. He Section oJ Urology 291 wore a urinal day and night. The first essential was suprapubic drainage with slow decompression of the dilated upper urinary apparatus. Next we had to determine the extent of the damage. The bony distortion was apparent radiologically but urethrograms were disappointing. With double instrumentation under anasthesia combined with rectal examination it was apparent that the prostate had risen high in the pelvis and that it was resting upon the upper surface of a large block of scar tissue uniting the separated pelvic bones. On the lower side of this huge scar was the under-developed buLlbous and penile urethra.
The operation suggested by Watson in which the urethra is split so as to afford greater length was considered, but it did not promise sufficient urethra to meet the case from the atrophied bulbous portion, nor was there much prospect of finding anything at the prostatic end to which to suture it. The perineum was duly opened up and a channel cut through the block of scar tissue so as to allow the shortest course between the separated ends, which were identified by passing bougies. The bulbous urethra was then dissected up freely but proved to be at least an inch too short. It was therefore split in its length so as to afford a flap, hinged at the blind end, sufficient to reach the bladder with ease.
The next difficulty was to find anything at the bladder end to which this uretlhral flap could be sutured. We eventually decided simply to anchor it in position and passed a catgut stitch through its extremity and drew this up through the prostate into the bladder. Finally this stitch was attached to the anterior abdominal wall by an intermediate length of elastic, thus affording continuous gentle traction. A fine catheter was put in as an aid to later instrumentation and the bladder drained by suction.
The subsequent history of this most difficult case was interesting. He micturated normally and attended irregularly for the passage of a small soft instrument which presented no difficulty. He worked at his job for rather more than two years after the operation and then died from an intercurrent acute infection of his irretrievably damaged urinary tract. " J. J. ", aged 9, was crushed by a heavy stone falling upon him. An early suprapubic drainage had saved his upper tract but left him with a grossly deficient urethra and a high prostate lying very close to the rectum. An operation, identical with the one just described, successfully reconstituted his urethra but the first subsequent instrumentation gave him a urethro-rectal fistula. An attempt to close this locally failed and we had resort to mobilization of the rectum as admirably described by H. H. Young. The muco-cutaneous junction at the anus is incised and the anal canal mobilized from within the anal sphincter. The bowel is then drawn down until the damaged portion is all outside, when the external part is cut off and the remainder re-sutured to the skin. This operation was a complete success but we still had difficulty in instrumentation because of a curious flap formation (the nature of which remained obscure) in the prostatic urethra. This was destroyed from the bladder aspect and since then all has been well.
In "L. M. J. ", another small boy run over by a bus, the unsplit urethra was fixed with a similar transvesical anchor, the prostatic end being quite unsuitable for suturing. This is a most valuable manceuvre.
In all these cases, assiduous dilatation at regular intervals conduced to a happy result. I do not wish to generalize from these particular cases except to emphasize (1) the advantages of suprapubic suction drainage and (2) the fact that with care a very little turethra can be made to go a very long way. In my opinion practically no case should ever be abandoned to permanent suprapubic drainage or converted to colonic implantation as has been suggested elsewhere: THOMSON-AWALKER (I936), " Genito-Urinary Surgery ". 2nd Ed., 632. London. WATSON (T935), J. Urol., 33, 64. WELLS, CHARLES (1940) , Brit. I. Urol., I3, 8. YOUNGT.\G,I H. H.( 1929) , ibid., 2I, 417. Mi. Hugh C. Barry: These cases belong to the realm of accident surgerv and it is mainly the chronic cases and the failures that find their wav to genito-urinarv specialists. In no condition is it truer to say that prevention is more important than cure. Many of the tragedies are caused by mismanagement in the first few hours. Moreover it is important to realize that at this stage often other complications, e.g. hvemorrhage, shock and a fractured pelvis, mav need treatment as wvell.
Because the condition is so rare no single method has had an extended trial and even now the casualty surgeon is faced with a number of conflicting views. Moreover because 't is an inexperiencedl casuLaltv surgeon and not a genito-urinarv specialist who has to treat these cases first we must give preference to some simple and safe method of managemenit, and if possible make it standardized. I would like to report three acute cases I halve treated recently as they illustrate three distinct types, and, I regret to sav, most of the complications that mav arise. CASE I. K. T. S., a schoolboy aged ii, was climbing a fence when he slip)ped and fell astride. He had a painful swelling of his scrotum and was unable to pass water.
There wvas no bleeding from the meatus when be was first examined. A soft rubber catheter was passed and w7ithdrewv clear urine. As there wA-as nowv a little bleeding from the meatus it was tied in for twent3-four hours. Three days later he got acute retention andl it wvas reinserted and left tied in. Nine days after the accident as his scrotum was still painful and urine wx-as leakin(r around the catheter a suprapubic catheter was inserted and the urethral catheter removed. A week later I opened a periurethral abscess and found an inch of his urethra in a sloughing condition. Fortunately in spite of this large gal) the l)erineal wound healed and after four months he was passing vater normally. He will however require regular dilatation for the rest of his life.
This case illustrates some of the pitfalls of an indwelling catheter. Even the change from a l)erineal haomatoma to an actual peri-urethral abscess was not as apparent to an unskilled observer as one might imagine. There w-as probably at first only a minute linear tear and I have no doubt that an immediate suprapubic cystotomv would have prevented this distressing result. CASE II.-G. A., a man aged 32, wvas riding a motor cycle wvhich skidded and crashed. Hle wvas able to wralk home, but about an hour later noticed blood dripping from his urethra, and found he was unable to pass water. There was no evidence of bruising in the lerineum. His lowver abdomen wvas tender and dull on percussion, especially on the left side. There wN-as no rigidity and intestinal sounds were present. A soft rubber catheter was passed and w-ithdrewv urine and a little dark altered blood. A subsequent X-ray showved a fracture of the left pubic ramus with very slight separation. A lowver mid-line incision revealed an extravasation of blood in the prevesical space and an intact bladder. Suprapubic cystotomy wvas performed and a de Pezzer catheter tied in. The urethral catheter was wvithdrawn, and the prevesical space was drained. Three weeks later the urethra wvas dilated without difficulty and the de Pezzer catheter was removed. The suprapubic wvound healed rapidly and he has remained well since, but -is attending as an out-patient for regular dilatation. He has a stricture of the membranous urethra w-hich tlhough easily dilated has still a strong tendency to recur. CASE III.-R. J. W., a schoolboy aged 7, w-as admitted to hospital, having been knocked down bv a lorr-y. He was extremely shocked on admission (blood-pressure 68/40), showved signs of increasing pallor, and vas obviously bleeding internally. There was a large bruise over the left costal margin, no bruising in the perineum and no bleeding from the urethra. The abdomen wvas tender, especially suprapubically, and no intestinal sounds were audible. X-ray show-ed slight separation of the symphvsis pubis. A diagnosis of ruptured spleen was made. An upper paramedian incision revealed a large extravasation of blood in the extral)eritoneal tissues but no intraperitoneal lesion.-On prolonging the incision downwvards the bladder wvas found distended and dislocated backwards. A urethral catheter wvas )assed and entered the prevesical space. Suprapubic cystotomy wvas performed and the hoemorrhage arising from the base of the bladder was controlled bv packing. A blood transfusion commenced before the operation was continued after his yeturn to the wvard.
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The boy recovered surprisingly well and twvo days later his wound w-as reopened aind a urethral catheter was tied into the bladder. It w-as removed a month later, but he never regained control of his sphincter, and in spite of several dilatations a stricture soon developed. This led to an ascending infection and it has been necessary to dilate the suprapubic opening again and defer further instrumentation. He still is of course a long way from a happy result. The bruising of the costal margin was misleading but the case illustrates how severe haemorrhage may be in this tvpe of ruptured urethra.
I would like to submit the following simple rules for the emergencv treatmenit of ruptured urethra.
ANTERIOR OR EXT'RAPELVIC RUPTURE
The diagnosis is made if there is bruising in the perineum and bleeding fromii the external meatus. No catheter should be passed.
If the patient passes a normal stream of urine no special treatment is necessary at this stage, but he should be kept under observation, and his urethra should be examined after three weeks. If there is any difficulty an immediate suprapubic cystotomy is performed to shortcircuit the urine.
When there is a large perineal haematoma present it is incised and the urethra exposed.
If the lesion is a complete rupture the proximal end is identified by passing a retrograde catheter and the roof is united by a few interrupted stitches. The wound is left open. The perineal incision and suture of the urethra are not essential at this stage and mav well be left for a week and to a more experienced sturgeon. Suprapubic drainage mulst never be neglected.
POSTERIOR OR INTRAPELVIC RUPTURE
If necessary a catheter may be passed to clinch the diagnosis. Unless a norimal quantity of clear urine is obtained the diagnosis of rupture of the Lirethra or bladder is made. Accessory investigations are unnecessary and may be misleading. If the patielnt's condition permits it, the pelvis is X-rayed.
Immediate suprapubic cystotomy is performed, preferably under local amesthesia when the patient is shocked.
If the lesion is incomplete a self-retaining suprapubic catheter is left inl and the prevesical space is drained.
If the lesion is complete (i.e. when the base of the bladder is dislocatedl), the allatomylv of the soft parts should be restored at once. A urethral boutgie is passed till it jUst emerges through the membranous sphincter. A finger is then placed in the interlnal meatus and it is pushed down till the bougie can be made to enter the bladder. A self-retaining urethral catheter is then withdrawn. If the bladder still tends to redisplace, a rubber cuff is fitted to the catheter and contintuous traction maintained. This tvpe of ruLptulre is the only onie where an indwelling uirethral catheter is indicated as well as suLprapubic drainage.
All cases should be examined, preferably by a genito-urinarv suLrgeon, within three weeks and regular dilatation commenced.
Finally it may not be too irrelevant to refer to the practice of" sLbillcision " xamong the Australian aboriginals. It is their custom to incise the urethra from below, and in nianv of the elderly men the incision extends from the external meatuLs to the scrotumn.
While studying water metabolism with a Svdnev Universitv expedition in Central Atistralia I often had to coilect twenty-four-hourlv specimens of uirine from these men. I cannot remember anv strictures and one is tempted to conclude that this was because doctors were very scarce and catheters were unknowvn.
Mr. E. W. Riches thought that the opening speakers had done well to raise so many controversial points. On the question of suprapubic drainage there seemed to be a general agreement that it was desirable. There was some difference of opinlion aboult a perineal incision in bulbar ruptures; in manv of the cases mentioned in the discussion or quoted in the literature such an incision had become necessarv later because of abscess formation or extravasation, and he considered that in most cases it shotuld not be deferred. Immediate or delaved repair was another debatable question; it must be decided by the general condition of the patie-nt and the amount of local trauma. Whilst immediate repair was the theoretical ideal, delay might be dictated by a condition of extreme shock, but such delay should be minimal. especially in intrapelvic rulptures.
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The use of an indwelling catheter provided the greatest bone of contention; it appeared to him that if stricture was inevitable, as was suggested by most speakers, the objections to an indwelling catheter lost most of their validitv. In a case of intrapelvic rupture with dislocation of the bladder sutch a means provided the simplest method of accurate repair, and whilst the operation suggested by Mr. Morson was ingenious he thought that reposition around a catheter would probably achieve the same result with less disturbance.
He agreed with MIr. Morson on the value of internal urethrotomv in some of the late cases of stricture. He quoted a case where a large renal calculus of the " recumbency*" tvpe had developed within a year of a urethral rupture for which the patient had bee in bed for six months.
Mr. R. L. Benison: I am surprised by Mr. MIorson's advocacy of urethroscopy for the diagnosis of acute urethral injuries, and think that the urethroscope is possessed of all the disadvantages of a catheter, wvith the additional possibilitv of air embolism. In dealing with injuries of the posterior urethra, there is a danger of waiting too long before undertaking operation, as the injurv itself is aggravating shock all the time until it is properly dealt with. I think that eight hours is about the maximum time one ought to wait. I ha've found that the introduction of a small-sized self-retaining catheter, with a sound in the anterior urethra and a forefingcr in the internal urinary meatus, is the easiest method of dealing with these injuries.
Mr. Morson in answcr to Mr. Benison's remarks pointed out that the technique of urethroscopy was totally different from that of catheterization. Thousands of urethroscopies were performed every year in this country and it was rarely that a case of socalled air embolism was reported. When a death occurred during urethroscopy postmortem alwavs showecl cardiac degenerationi.
